) CHILDREN'S ADMINISTRATION
Y 6Iclp-a.;iu;;|-o}é-;{h;; MEDICAID TREATMENT CHILD CARE PROGRAM
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PLEASE PRINT CLEARLY

MONTH OF REPORT: YEAR OF REPORT:

MTCC CONTRACTED PROVIDER: MTCC SITE:

MTCC ADDRESS:

CONTACT PERSON: PHONE:

CHILD'S NAME: DATE OF BIRTH: | AGE:

Number of days the child was absent this month:
Parent met with family counselor atleastone time? . .. ... .. .. [JYes []No

Parent participated in:

Group interventions with both parentand child? . .. ......... ... ... .. . . . [JYes [INo
Facilitated group for caregivers (always birth parent of child when family reunification

IS @XPECted OULCOME)? . . . . v v v e e e e e e e e e e e e e e e Llyes [INo
Multidisciplinary team meeting? Date: ... ... [Jyes [INo

Current treatment goals:

Progress toward meeting treatment goals:

Barriers to meeting treatment goals:

Report from monthly home visit:

Other:
SIGNATURE: DATE:
PRINTED NAME: POSITION:
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